VMISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

ARTMENT OF PUBLIC HEALTH AND WELFARE

AMENDED

Regi ipn Mg er 3

L I
L

Primary Registration District No. -l

—
—

-

t""Lj._s.ikeqisrnr‘l No. _-__lE____________

STATE FILE NUMBER

TBATE AMENDED

INSTEAD OF

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS

SHOULD READ

ITEM NO.

DOCUMENT

1. PLACE OF DEATH

2. USUAL RESIDENCE {Where deceasad lived.

1f institutien: Residence before

a. COUNTY 547 * 06 a. STATE b. COUNTY S 7 y admission)
(2 L R/ Yy o - e lrote
b. COITY (If outside corporata limits, give TOWNSHIP onlyV Length of stay in 1b c. C(I)l: inside Limits
R
TOWN ”747;74__ el /O 3pears. TOWN 777@ 770 /Dewer Yes @No [
c. FULL NAME OF (If NOT in hospital, give location) Inside Limits d. :l;’lgiEETSS (If cutside, give location) Reside on Farm
HOSPITAL OR . . .
INSTITUTION c,},, /\, p ) }'S Yes g/mo 0 cqu A, »y ’7(5 Yas 0 No @@
3. (P:AME OF DE)CEASED Firsy Middle Last 4. DOAgE Month Day Year
ype or print
esse £E. 7;2’?"(_ DEATH ax- 14 /72
5. SEX t’ /' COLOR OR RACE 7. Married [1 Never Married [ D op BIRTH | 9- AGE (lastfbifthday) [IF UNDER ) YEAR | IF UNDER 24 HR
.?” i- Widowed Diverced (] /7" 7/ Months [ Days Hours Min.
10a. USUAL OCCUPATION (Give kind?of work done

if retired)
&

e R e

10b. KIND OF BUSINESS OR INDUSTRY

If BIRTHPLACE [City and state or country)

w77, 00,

77o.

12, CITIZEN OF W

7.5.4

VHAT COUNTRY

ATHER'S NAME
C& Lward O Feile

13b. MOTHER’S MAIDEN NAME

Zrna ckslle

14, NAME OF H

R
USBAND OR WIFE

Ee,14 Hoshbury FePte

15. WAS DECEASED EVER IN U.5. ARMED FORCES?

(Yes, no, or unknown) l {If yes, give war or dates of service

1§ SOCIAL SECURITY NO.

MEDICAL CERTIFICATION

 J

17. INFORMANT

Address

. Hi}bert Scheeler, Zlalin/3end, 1op,.

18. CAUSE OF DEATH (Enter only one cause per line fo
PART |. DEATH WAS CAUSED BY: _ - .
IMMEDIATE CAUSE (2} QLA QA f

LNT
N

ERVAL BETWEEN
SET AND DEATH

2 e

Conditions, if any, DUE TO (b}
which gave rise to

above cause (),

stating tha under- -

lying cause {ast. DUE TO ()

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not relsted to the terminal PART 1. If deceased was fermale way
disease condition given in PART | (a} there & pregnancy in last 90 days.
I 0O Yes l O No O Unknown
19. WAS AUTCOPSY 20a. ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
PERFORMED? O a =]
YES [ NOR
20c. TIME OF Hour Month, Day, Year
INJURY am.
p.m.

20d. INJURY OCCURRED
WHILE AT WORK []
NOT WHILE AT W?f’( ]

20e. PLACE OF INJURY {e.g., in or about home,
farrm, factory, street, office bidg., ete.)

. -~

20f. CITY, TOWN, OR LOCATION

COUNTY

STATE

211 anendm

Death occurred at

1%

h .
and lest saw hie,:, elive on.

m on the date stated above, and 1o the best of my knowledge, from the causes stated.
)

ja::m/o ¢

{Degres or title)

23c. NAME

QF CEMET

*
OR CREMATORY

22b. ADDRESS

_%ww Y/

22¢. DATE SIGNED

]-6—

234. LOCATION (dit, town, or county)

(S1ate)

BY AFFIDAVIT OF

ﬂz‘}‘;‘i"}‘ /372 e bxra r3/ackiurn . 777
FUNERAL DIRECT, ADDRESS - . . 25, DATE RECD. BY LOCAL REG. |26, REGISTRAR'S GNARIRE
emer- Hhever reyer 7 elthl K g nsrille 2o\ 10~ o QA M

(L

d Embal

's Stat

t on Reverse Side)




STATEMENT. BY LICENSED EMBALMER

| hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision.

Student Signe
Signature of Student Embalmer

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRFHING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embaimed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embaimed, fact should be so stated above.



